Patients with organic brain disease in psychiatric hospitals pose special difficulties in diagnosis, partly because facilities for investigation are required which are seldom available in those hospitals. The recognition of organic brain disease which may be amenable to neurosurgical treatment is particularly important and in this series 'neurosurgical illness' is defined as that illness which would reasonably come under the care of a neurosurgeon at some stage.
Estimates of the incidence of neurosurgical illness in psychiatric hospitals vary widely. Hobbs (1963) found that 0-0700 of patients admitted to an 'open psychoneurotic' ward and 6.30% to a 'mental hospital' had intracranial tumours. Others have found the incidence of intracranial tumours to range from 0.0500 (Olin and Weisman, 1964) to 0.20% (Rubert and Remington, 1963) , the incidence of subdural haematomas in a neuropsychiatric hospital to be 0.18% (Pihkanen and Vauhkonen, 1967) , and the incidence of the full range of neurosurgical disease in a mental observation unit to be 0.500 (Gooddy et al., 1960) .
The highest incidence of brain tumours based on postmortem studies was established by 112 Larson (1940) as 13.500. This figure is often quoted despite the fact that small meningiomas, choroid plexus tumours, and the now rare tuberculomas and syphilitic gummas were included. On the other hand, Klotz (1957) established an incidence of 2.0% at postmortem examination, which is similar to the incidence of 2.3% found in a postmortem study conducted in a general hospital and quoted by Patton and Sheppard (1956) . In another study evidence of subdural haematomas, particularly significant in psychiatric hospital practice, was found in 8% of psychiatric inpatients coming to postmortem examination (Allen et al., 1940) , the haematoma being the cause of death in 1100%.
Intracranial disease, particularly when associated with few or slight physical signs, can result in the admission of neurosurgical patients to psychiatric services. In a group of such patients, this paper explores the clinical presentations, the pathology, and some of the problems of their diagnosis and care. In only a few cases did psychiatric 'syndromes' appear to correlate with lesions in specific areas. Hypomania and frontal lobe syndrome due to a subfrontal craniopharyngioma was found in one patient (Dinnen et al., 1969) and two patients in whom a prominent feature was inappropriate laughter had lesions involving the pons. Two patients with tumours of the third ventricle had outbursts of angry and aggressive behaviour.
REASONS FOR ADMISSION If the most common presentation of neurosurgical patients to a psychiatric service is an 'organic brain syndrome', why then are they referred to psychiatric rather than general hospitals? Victor and Adams (1966) , describing acute confusional states, suggested that:
'The physician has to cope with the problems of diagnosis without the aid of a lucid history, and his programme of treatment may constantly be threatened by the agitation, sleeplessness, and uncooperative attitude of the patient. The nursing personnel is often sorely taxed by the necessity of providing a satisfactory environment for the convalescence of the patient, and, at the same time, of maintaining a tranquil atmosphere for the other patients in the ward. And the family is appalled by the sudden spectre of insanity and all that it entails. In such circumstances it is a great temptation to rid oneself of the clinical problem by transferring the patient to a psychiatric hospital'. That many of the patients in our series were management problems is confirmed by the high proportion of involuntary admissions. Briscoe (1968), in a study of 100 patients admitted under legal compulsion to an admission centre, believed that 50 of them were chiefly problems of emergency disposal. In this context a history of alcoholism and previous psychiatric illness would seem to increase the likelihood of referral to a psychiatric hospital. Indeed, in 19 cases in this series, patients with an established diagnosis of organic disease were referred to psychiatric hospitals, clearly on the assumption that psychiatric hospitals are better suited to manage patients who are difficult and uncooperative whether physically ill or not. DIAGNOSIS In those cases in which the illness is labelled 'psychiatric', a change of label to 'organic' is impeded by 'diagnostic inertia'. Gauron and Dickinson (1969) , in a study of diagnostic decision making, found this form of inertia to be an important factor delaying arrival at a correct diagnosis. In the situation we have studied, diagnostic inertia results from referral of the patient to a psychiatric hospital, since, although the referral is made largely because of management difficulties, a psychiatric reason is then sought to justify the referral. Redlich et al. (1948) The high frequency of abnormalities discovered in the electroencephalogram, radiographs of the skull and chest, and lumbar puncture is noteworthy. Electroencephalography and radiology are of course relatively harmless procedures but lumbar puncture in the presence of increased intracranial pressure is not (Duffy, 1969) . In this series three patients deteriorated after lumbar puncture. Cerebral scans were performed in a few cases only, because of practical difficulties, but this investigation undoubtedly is useful as well as being relatively simple and harmless.
The common diagnostic problems in this series were:
1. The differentiation of dementia and psychotic illness, especially depression.
2. PATTERN OF DISEASE A feature of the series is the high incidence of subdural haematomas and subarachnoid haemorrhage and the low incidence of meningiomas. The high incidence of subdural haematomas is related to the prevalence of alcoholism in the community and to the tendency to refer such patients to psychiatric hospitals. Selecki (1965) also noted this high *incidence in a similar series investigated at the PRU.
The unexpectedly high incidence of subarachnoid haemorrhage would seem to have been the result of the associated mental symptoms. Walton (1956) described confusion as a presenting feature of subarachnoid haemorrhage in 400 of cases. Three of his 275 patients were accused of drunkenness, and one was arrested. Two were thought to have been hysterical when first seen in hospital. Others had 'protean' mental abnormalities including violence and were described as confabulating, whining, and uncooperative. In 576 cases of subarachnoid haemorrhage, Heidrich (1966) found cases of delirium, twilight states, Korsakov's psychosis, and schizophrenic-like pictures. Despite this, the relatively common psychiatric presentation of subarachnoid haemorrhage has not been adequately recognized.
From the postmortem reviews and clinical studies already mentioned, a high incidence of meningiomas could be expected. Patton and Sheppard (1956) found that 32% of intracranial tumours in psychiatric patients were meningiomas. The low incidence in this series however corresponds with that found by Selecki (1965) .
HARM OR BENEFIT? Delayed diagnosis was apparent in a number of cases and it may be claimed that the delay was a consequence of the patients being sent to a psychiatric hospital. However, most of these patients could not have been managed in general hospitals, since general hospital staff are not at present equipped by training or attitude to cope with people who are mentally abnormal, rowdy, disruptive, and socially unacceptable.
Adequate management within the psychiatric hospitals is possible provided that full neurological and neurosurgical facilities are available and the staff is suitably trained and oriented. The standard of physical care must be equal to that available at general hospitals, associated with an equally high standard of psychiatric care.
